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a  b  s  t  r  a  c  t
The osteoid osteoma is a benign bone tumour that usually presents with nocturnal pain in
young adults, relieved by rest and anti-inﬂammatories. It can affect any bone; however, their
occurrence is rare in the acromion. The authors describe a case of osteoid osteoma located in
the acromion, with symptoms that simulated acromion claviculararthrosis. The diagnosis
was  made by CT scan and treatment was excision of the nidus through arthroscopy. The
diagnosis was conﬁrmed by histopathology. In the outpatient segment, the patient remained
asymptomatic, with complete recovery of function of the affected limb.
© 2014 Sociedade Brasileira de Ortopedia e Traumatologia. Published by Elsevier Editora
Ltda. 





r  e  s  u  m  o
O osteoma osteóide é um tumor ósseo benigno que se apresenta geralmente em adultos
jovens  com dor noturna, aliviada por repouso e anti-inﬂamatórios. Pode acometer qual-
quer  osso. Entretanto, sua ocorrência no acrômio é rara. Os autores descrevem um caso de
osteoma  osteóide localizado no acrômio, com sintomas que simulavam artrose acrômio-
-clavicular.  O diagnóstico foi feito por meio de tomograﬁa computadorizada e o tratamento
   Este é um artigo Open Access sob a licença de CC BY-NC-NDproposto  foi a exérese do nidus por meio de artroscopia. O diagnóstico deﬁnitivo foi con-
ﬁrmado  por exame histopatológico. No segmento ambulatorial, a paciente permaneceuassintomática  e com recu
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Fig. 1 – Radiograph of the right shoulder, Zanca view,
F
ar e v b r a s o r t o p
ntroduction
steoid osteoma is a benign osteoblastic lesion, and con-
titutes  approximately 11% of all benign bone tumours that
sually  occur in young men. This neoplasm is found in the
econd  or third decade of life. However, it can be seen in other
ge  groups.1 Any bone can be involved. However, there is a
redilection  for lower extremities: half of the cases involve
he  femur or tibia.2 The scapula is a bone rarely affected and
ew  cases have been reported in the literature. Mosheiff et al.,3
n a review of the literature, reported the involvement of 12
capulae  in 1236 cases of osteoid osteoma.
ase  report
 female patient, aged 46 years, right-handed, complained of
ight  shoulder pain for three months, especially at night, with
orsening  during physical activities, and improved with the
se  of NSAIDs. She denied any history of trauma or previ-
us  disease in the joint. She has been diagnosed previously
s  having impingement syndrome and treated with two sub-
cromial  corticosteroid injections and physical therapy, with
artial  improvement of symptoms.
On physical examination, her shoulders had no defor-
ities, tumours or skin lesions, and muscle tropism was
reserved. The range of active movement  of the affected
imb  was  slightly limited by pain and the passive movement
as  normal. Provocative manoeuvres for acromioclavicular
oint (O’Brien, forced adduction and pain on palpation) were
trongly  positive and the other tests to evaluate the rotator
uff  and instability of the shoulder joint resulted negative.
The  Zanca view radiographs revealed changes in the
cromioclavicular joint (Fig. 1). A magnetic resonance imag-
ng  study showed an acromioclavicular arthrosis with intense
nﬂammatory process in the joint region with a cyst on
he  acromion, initially interpreted as a geode. However, our
ttention  was  drawn by the fact that there was an intense
nﬂammatory process around the lesion, which was  very
egular  and larger than usual; in addition, the images
ig. 2 – Magnetic resonance images of the right shoulder, corona
rthrosis with severe swelling in the joint and a cyst (nidus) intoshowing arthrosis of acromioclavicular joint.
suggested the existence of some solid content inside it (Fig. 2A
and  B).
The diagnosis hypothesis of osteoid osteoma was  proposed
and  then we requested a CT scan for conﬁrmation; the nidus
inside  the cyst could be easily evidenced (Fig. 3).
All  the complementary laboratory tests were  normal.
We  chose arthroscopic surgery and resection of the nidus
(Fig.  4), complemented with a broader than usual acromio-
plasty,  until the removal of the entire tumour, and resection
of  the distal end of the clavicle (Mumford procedure) was  taken
(Fig.  5). The diagnosis was  conﬁrmed by pathological study.
The  patient had rapid regression of symptoms, with com-
plete  recovery of the functional range of motion of the affected
limb,  and remained asymptomatic until her last return, by
occasion  of the postoperative examination of seven years.
DiscussionThe scapula is a rare site of osteoid osteoma location and,
therefore, is often failed to be included in the differential
l (a) and axial (b) section, showing acromioclavicular
 the acromion, next to the joint.
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Fig. 3 – Axial CT image of the right shoulder showing
osteoid osteoma in the acromion, next to the
acromioclavicular joint.
Fig. 4 – Surgical arthroscopic image, subacromial view,
Fig. 5 – Magnetic resonance imaging, right shoulder,
sagittal view, showing complete resection of the lesion
(acromioplasty) and resection of the lateral end of the
clavicle.showing  the resection of the tumour with a curette.
diagnosis of chronic shoulder pain.4 The patient with an
osteoid  osteoma is characterized by pain that occurs predomi-
nantly  at night and is relieved by aspirin or anti-inﬂammatory
drugs.5 Often the nocturnal pain is attributed to rotator cuff
disease.  However, the age range of patients with osteoid
osteoma would imply in lower probability of a rotator cuff
disease.
Multiple  treatment options for this tumour are available:
drug therapy, percutaneous ablation by radiofrequency andsurgical procedures involving the complete removal of the
nidus,  which can be achieved by curettage, en bloc resec-
tion  and, more  recently, by arthroscopic route, with good
results.6,7 If the patient’s symptoms are adequately con-
trolled, anti-inﬂammatory medication can be used as a ﬁnal
treatment.  Patients treated in this manner usually expe-
rience  spontaneous healing of the lesion in three to four
years.8
Degreef et al.7 ﬁrst described the occurrence of an osteoid
osteoma in the acromion in a female patient aged 56, whose
treatment was open resection of the lesion. Kelly et al.6
described a case of arthroscopic resection of an osteoid
osteoma located at the anterior border of the glenoid of a
male  patient aged 30 years, who had undergone two surg-
eries  for treatment of a SLAP lesion. The authors also reported
an  arthroscopic resection of an osteoid osteoma located at
the  base of the coracoid process of a male patient aged 12
years.
Our  choice was  the arthroscopic treatment, as in the cases
described  above, because the patient’s was  a benign lesion and
we  had a possibility to resect the entire lesion with minimal
tissue  damage. This option proved to be effective, and can be
applied  in similar cases.
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